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The Misdiagnosis of "Depression"
SUMMARY
The author employs recent diagnostic
criteria to distinguish between depressive
illness (major depressive episode) and other
conditions involving depressive mood that
more commonly present to the family
physician. Relative indications for
antidepressant medication and for two
types of psychotherapy are discussed. The
potential results of routinely prescribing
antidepressants to patients who complain of
depressive mood are outlined. (Can Fam
Physician 1989; 35:1105-1107.)

RESUME
L'auteur se sert de criteres diagnostiques recents
pour differencier la maladie depressive (episode
depressif majeur) des autres conditions impliquant
une humeur depressive auxquelles les medecins de
famille sont souvent confrontes. Les indications
relatives concernant la medication antidepressive et
deux types de psychotherapie y sont discutees.
L'article decrit les consequences potentielles de la
prescription systematique d'antidepresseurs aux
patients qui se plaignent d'humeur depressive.
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THE COMPLAINT of "depres-
sion" is a common presenting

symptom in the family physician's of-
fice, especially if one includes vague
somatic complaints such as fatigue,
dizziness, and malaise for which a
medical diagnosis often cannot be
made.' Overall, however, the inci-
dence of depressive affective disorder
is relatively low.2 This low incidence
can be explained by the fact that the
criteria for depressive illness ("major

depressive episode") permit physi-
cians to make this diagnosis only in
cases of relatively prolonged and se-
vere depression in which vegetative
signs of depression are usually
prominent.3 The restrictive nature of
this diagnosis is useful in that the di-
agnosis implies the need for biologi-
cal treatments such as antidepressant
medication and electroconvulsive
therapy. Given this management of
the condition, the prognosis is rela-
tively good.
On the other hand, conditions such

as dysthymia and adjustment disorder
with depressed mood are less respon-
sive to these treatments. The fre-
quency of presentation of these con-
ditions in a family physician's practice
is, in my experience both as a consult-
ing psychiatrist and as an instructor in
a family-medicine residency training
program, much higher than that of
major depressive episode. Neverthe-
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less, I have observed that antidepres-
sant medication is quite regularly pre-
scribed for patients complaining of
depressive mood, regardless of
whether the patients have symptoms
suggesting that their "depression"
would be responsive to antidepres-
sants.

Perhaps this tendency to prescribe
antidepressants has had the beneficial
result of lowering the incidence of se-
vere depressive illness in the commu-
nity. However, the price that many of
our patients pay to achieve this result
is that they are often given a treat-
ment that offers little hope of reliev-
ing their complaints; that involves
potentially dangerous side-effects,
such as cardiotoxicity and other anti-
cholinergic symptoms; and that is
dangerous in overdose. In addition,
physicians may prescribe some anti-
depressants that "satisfy" both them-
selves and their patients while with-
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holding a treatment that may offer a

better chance of helping the patient.

Major Depressive Episode
Major depressive episode is rela-

tively easy to diagnose. Features in-
clude significant, persistent, and pro-

longed dysphoric mood ("blues");
feelings of guilt and self-reproach;
difficulty in concentrating; thoughts
of death; and psychomotor retarda-
tion or agitation. Vegetative signs of
depression include early morning
wakening; loss of weight, appetite,
pleasure, and energy; and loss of in-
terest in sex and in the patient's usual
interests and activities. Other vegeta-
tive signs are constipation and a diur-
nal variation in mood, feeling worse

in the morning and better later in the
day. Rarely the practitioner will see a

patient with a psychotic depression,
with mood-congruent delusions (of
guilt or impoverishment, for exam-

ple) or hallucinations (such as accusa-

tory auditory hallucinations).4
A reliable diagnostic sign is that

the depression has become "autono-
lous": that is, the depression has tak-
en over and is the main preoccupa-
tion of the patient, whose social and
occupational functioning is impaired.
The depressive mood of these pa-
tients is persistent, as distinct from
patients with dysthymia or with ad-
justment disorder with depressed
mood. Patients in this last group can

often be distracted from their de-
pressed mood, or can find some tem-
porary relief and improved function-
ing in taking activity. Many, if not
most, patients with major depressive
episode warrant admission to a psy-
chiatric unit because of their in-
creased suicide risk. Such a setting
can also provide the necessary sup-
port to them that cannot be provided
on an out-patient basis.

"Non-Major" Depression
The diagnosis of adjustment disor-

der with depressed mood is appropri-
ate when a patient experiences de-
pressive mood following a

psychosocial precipitant. Such a pre-
cipitant is often a disappointment or

loss in a relationship, or some other
blow to the patient's self-esteem. The
patient is acutely miserable, and will
often present in a "crisis" shortly

after the precipitant has occurred. By
definition, the depressive symptoms
are not severe enough to warrant a

diagnosis of major depressive epi-
sode. A careful history may elicit not
only the precipitant of this disorder
but also earlier disappointments in
relationships that make the current
reaction more understandable. The
term "reactive depression" has been
used in the past to describe similar
conditions.

Antidepressant medication is al-
most never indicated for non-major
depression. What is indicated is an

ongoing attempt on the part of the
physician to support the patient
through the crisis and to help the pa-
tient find a solution to his or her
problem.5 If the patient's symptoms
become unsupportable on an out-pa-
tient basis if, for instance, he be-
comes suicidal or severely agitated or
more severely depressed consulta-
tion with a psychiatrist or admission
to a psychiatric unit may be appropri-
ate.
The diagnosis of dysthymia is ap-

propriate when a patient experiences
prolonged, if fluctuating, depressive
mood for a period of at least two
years that is, again, not severe

enough to warrant a diagnosis of ma-
jor depressive episode. These pa-
tients are chronically miserable, and
usually a personality disorder can be
concurrently diagnosed. In fact, it is
often apparent that their characteris-
tic maladaptive patterns of interper-
sonal behaviour contribute to their
misery. The same criteria for consul-
tation and psychiatric admission ap-
ply here as in patients with adjust-
ment disorder with depressed mood.
The term "dysthymia" has been

coined so recently3 that little data are

available about results of treatment
for this condition. The same suppor-
tive approach should be followed
with patients with these conditions as

has been referred to above,5 though
these patients will differ in that in-
stead of having one precipitant or

problem, they will have had a multi-
tude of difficulties in their relation-
ships and functioning. In patients
who have few realistic opportunities
for change in their life, especially if
their depressive symptoms approach
the severity required for a diagnosis

of major depressive episode, an anti-
depressant may be considered in ad-
dition to the supportive psychothera-
peutic approach. (Patients with major
depressive episode who are correctly
treated with antidepressants also de-
serve the same supportive psycho-
therapy, although the therapy may

have to be limited or delayed if the
patient's depressive symptoms are

quite severe. Such patients are usual-
ly treated initially in a psychiatric in-
patient unit.)

Interpretive Psychotherapy
Some patients with adjustment dis-

order with depressed mood or with
dysthymia may not respond to the
family physician's supportive ap-

proach. Other such patients may im-
prove symptomatically, but the physi-
cian or patient may become aware of
maladaptive patterns of behaviour or

difficulties in relationships that do
not change during the initial treat-
ment. In these situations, a psychiat-
ric consultation may be advisable. If a
patient has refractory symptoms, the
consultant may suggest another psy-
chological treatment that may relieve
these symptoms. The consultant may
suggest that other patients, who have
symptomatically improved with the
supportive psychotherapy, can bene-
fit further by a better understanding
of the motivation for their repetitive
maladaptive behaviour (in the case of
dysthymia with a personality disor-
der) or of their sensitivity to the pre-
cipitant that resulted in a depressive
reaction (in the case of adjustment
disorder with depressed mood).
Treatment can help such patients,
when they are amenable, to remem-

ber difficulties in early relationships
that predisposed them to their
present reactions and, in distinguish-
ing the present circumstances from
the past, to learn to avoid repeating
the problems in subsequent situa-
tions.

Patients likely to benefit from an

interpretive psychotherapy are a mi-
nority of those with depressive symp-
toms, but they should be identified
both because other treatments may
not be as beneficial, and because the
personality changes resulting from an

interpretive therapy can protect the
patient from further "depressions":
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that is, interpretive psychotherapy is a
form of secondary prevention. Quali-
ties in a patient that favour this treat-
ment include an interest in under-
standing the basis for one's problems
("motivation"); a relative tolerance
for uncomfortable affects without im-
pulsive or self-destructive behaviour;
and "psychological mindedness", the
willingness to see interpersonal diffi-
culties as such, rather than consider-
ing their symptoms to be the result of a
concrete problem requiring only sub-
mission to a medical treatment. Other
positive factors include a relatively
stable environment in contrast to fam-
ily chaos or repeated crises, and a ca-
pacity for constructive work or sus-
tained relationships.6

Conclusion:
Avoiding "Misdiagnosis"

Ideally the term "depression"
would be reserved for patients with
antidepressant-responsive depressive
illness. This usage is impractical be-
cause our colleagues, not to mention
our patients, will continue to use "de-
pression" to denote a symptom, a
syndrome, or even a variation of nor-
mal mood. I suggest that family phy-
sicians should bear in mind the dis-
tinction between various types of
"depression" and limit the prescrip-
tion of antidepressants to those pa-
tients who are most likely to benefit
from them. Appropriate psychother-
apy without antidepressants should
be prescribed to patients in whom an-
tidepressants are not indicated, al-
though it may be tempting to pre-
scribe the antidepressant in the hope
that it will help the patient, and the
patient will often share this hope, or
even demand the antidepressant.

It may support the physician in re-
sisting an inappropriate request for
antidepressants to know that in my
experience of doing psychiatric con-
sultations in a general hospital inten-
sive care unit, by far the greater num-
ber of antidepressant overdoses are
taken by patients with rather severe
personality disorders in whom antide-
pressants were at best questionably
indicated. These patients usually ap-
peared, also, to be suffering from an
adjustment disorder with depressed
mood, or from dysthymia. Such pa-
tients, who may pressure the physi-

cian to prescribe a drug, or for whom
the physician hopes to find a quick
remedy because of the discomfort or
trouble they cause him, often show
by their effect on the physician that
they are unlikely to have a depressive
illness amenable to antidepressant
treatment.
A patient with a depressive illness

and reduced energy and self-esteem
is unlikely to pressure the physician
to do anything, and the physician is
likely to feel compassion for such a
patient. On the other hand, the dis-
comfort that some patients with per-
sonality disorders can induce in us
sometimes results in our prescribing a
drug to relieve us of our discomfort
with the patient, or to satisfy the pa-
tient's demands. It is nevertheless in
the interest of such patients that we
persevere in our attempts to help
these patients find a constructive so-
lution to their problems,7'8 protecting
them from the danger of overdose,
and reserve antidepressant medica-
tions for those patients more likely to
benefit from them. U
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